suggest that the quality of the ileostomy fat is much more related to the diet than in the intact patient, supporting the suggestion that it is the bacterial action of the colon that is responsible for the constant individual quality of the feecal fat. The development of gas chromatography made it practicable to study the quality as well as the quantity of fecal fat and early studies showed that the fiecal fat was very different in its fatty acid composition from the dietary fat. A number of normal subjects were therefore given two diets differing markedly in the quality of the fat. Then the faces were analysed: it was found that a major change in the quality of the dietary fat produced only minimal changes in the quality of the fecal fat; in contrast, patients with steatorrhoea showed a very definite qualitative relationship between the food and the faces. In addition a number of non-dietary fatty acids were identified consisting of isomers of oleic acid and hydroxystearic acids. The latter, principally 10-hydroxystearic acid, were present in large amounts in patients with steatorrhoea and are of more than academic interest as they are closely related to a number of purgatives. It was felt that the quality of the fiecal fat and in particular these non-dietary fatty acids might be determined by bacterial action. Accordingly, studies were made before and after the administration of antibiotics and it was found that the amount of 10-hydroxystearic acid was greatly reduced by these drugs. Moreover, incubation studies with 14C-labefled stearic acid showed that both the oleic isomers and the hydroxy acid could be formed from stearic acid by either aerobic or anaerobic incubation with feeces.
The possible importance of endogenous fat was investigated by collecting faeces from patients with an ileostomy who had been starved. In these the daily output of endogenous fat averaged 0 75 g with a wide variation. Preliminary studies Dr M J S Langman (MRC Statistical Research Unit, London)
Epidemiology of Cancer of the Large Intestine
Although carcinoma of the colon and rectum cause as many deaths in Great Britain as cancer of the stomach, little is known of their causes apart from the predisposing effect of ulcerative colitis and multiple polyposis. In spite of this obscurity, cancer of the large intestine shows some interesting features in its mortality and incidence, particularly when divided by the International Statistical Classification into cancer of the large intestine except rectum (ISC 153) and cancer of the rectum (which includes the rectosigmoidjunction) (ISC 154).
The male mortality rates for cancer of the colon and rectum (McKenzie et al. 1957, Case & Pearson, personal communication) treated by cohort analysis' show that mortality rates are falling, but this does not necessarily mean that the cancer incidence rates are also declining: the chances of surgical cure in both diseases are good and it is possible that improvements in operative technique could account for the change. Figures for cancer incidence would help in clarifying this point but few are available as yet. There are, however, some English data from the South Western Regional Cancer Registration Bureau which covers a population ofjust under 2,500,000: reasonably full cancer registration was achieved about 1955 but standardized incidence rates are not available, therefore their figures must be interpreted with caution. There is, however, no tendency for incidence rates to fall and colonic cancer may be increasing in frequency whilst rectal cancer is unchanged as judged by data for 1955 to 1962. 'By this technique men born in successive quinquennial age groups are followed throughout life so that the expectation of death from cancer at each age can be compared for different birth groups
